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Abstract: Orthostatic intolerance syndrome occurs when the autonomic nervous system is
incapacitated and fails to respond to the demands associated with the upright position. Assessing this
syndrome among the elderly population is important in order to prevent falls. However, this problem
is still challenging. The goal of this work was to determine the relationship between orthostatic
intolerance (OI) and the cardiovascular response to exercise from the analysis of heart rate and blood
pressure. More specifically, the behavior of these cardiovascular variables was evaluated in terms
of refined composite multiscale fuzzy entropy (RCMFE), measured at different scales. The dataset
was composed by 65 older subjects, 44.6% (n = 29) were OI symptomatic and 55.4% (n = 36) were
not. Insignificant differences were found in age and gender between symptomatic and asymptomatic
OI participants. When heart rate was evaluated, higher differences between groups were observed
during the recovery period immediately after exercise. With respect to the blood pressure and
other hemodynamic parameters, most significant results were obtained in the post-exercise stage.
In any case, the symptomatic OI group exhibited higher irregularity in the measured parameters,
as higher RCMFE levels in all time scales were obtained. This information could be very helpful for a
better understanding of cardiovascular instability, as well as to recognize risk factors for falls and
impairment of functional status.
Keywords: refined composite multiscale fuzzy entropy; hear rate; blood pressure; aging; exercise;
orthostatic intolerance
1. Introduction
Orthostatic intolerance (OI) is characterized by the development of symptoms such as
lightheadedness, sweatiness, nausea, cold, clamminess, dizziness, fatigue, lethargy, palpitations,
and blurred vision prior to the fall during standing. Previous studies suggest that OI may be associated
with significant morbidity and mortality [1–3] . With the progressive increase of life expectancy,
the prevalence of this pathology is likely to increase accordingly and, consequently, the risk of falls as
well. Thus, improved OI assessment is a challenge of clinical importance.
This syndrome is a consequence of a complex multifactorial pathophysiology that involves
cardiovascular instability with an unusual autonomic nervous system response or alterations in cerebral
blood flow [4–6]. Among several causes, it is most commonly caused by orthostatic hypotension (OH)
and these orthostatic symptoms are caused by cerebral hypofunction [7]. OH is defined as a decrease
in systolic blood pressure (SBP) of greater than 20 mmHg or decrease in dyastolic blood pressure (DBP)
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of greater than 10 mmHg upon standing or head-up tilt, designed to detect OH. This is a non-invasive
diagnostic test that could provoke fainting or syncope and involves placing a patient on a table with a
foot-support, then tilting the table upward while their blood pressure and pulse are being monitored.
Previous works have already proposed linear methods to associate cardiovascular responses
and orthostatic stress [8,9] . In this study, we propose to apply non-linear methods to analyze
blood pressure (BP) and heart rate (HR) response. HR presents a high degree of variability [10]
as it is modulated by multiple physiologic mechanisms that operate over a wide range of time
scales [11]. There are several main types of measures to compute the complexity of a system or
signal, such as diverse entropy definitions, fractal dimensions or fuzzy logic techniques, among others.
Nevertheless, classical entropy and physiologic complexity concepts do not have a straightforward
correspondence, as other aspects such as signal pre-processing [12] or multiple time scales inherent
in physiologic systems [13–16] may have a great influence on the measurements. To deal with these
problems, refined composite multiscale fuzzy entropy (RCMFE) analysis has been developed to
quantify the complexity of a time series over multiple time scales , and has arised as a promising
method for biomedical signal analysis [17] . Indeed, this is a meaningful approach for the assessment
of biological systems since these are also multiscale in essence. This approach focuses on identifying
physiological dynamic over multiple temporal scales to quantify the information of a disease, aging or
the impact of the exercise on individual time scales that may evaluate their behavior. Moreover, this
method is also characterised by the accuracy of entropy estimation, independence of the data length,
and computational efficiency [18].
The aim of this study is to provide a more accurate measure of cardiovascular parameters to aid
the assessment of OI and its association with falls in a cohort ofelderly people. For this, RCMFE is
computed from the signals recorded during a 6 min walk distance (6MWD) test.
2. Materials
The dataset included a total of 65 participants, aged over 70 years old (70.11 ± 5.85, 65% females),
29 (44.6%) being symptomatic of OI and 36 (55.4%) asymptomatic. There were no significant differences
in either age, weight, height, body mass index or gender between symptomatic and asymptomatic
participants. (Table 1).
Table 1. Participants characteristics.
Women Men Total
Symptomatic
Participants 23 13 36
Age 69.65 ± 5.29 71.77 ± 6.47 70.42 ± 5.74
Weight 72.39 ± 14.32 84.23 ± 12.81 76.67 ± 14.78
Height 163.96 ± 7.57 173.85 ± 5.88 167.53 ± 8.43
Body mass index 26.77 ± 5.36 26.09 ± 4.01 26.86 ± 5.44
Asymptomatic
Participants 19 10 29
Age 70.63 ± 5.34 68.00 ± 7.21 69.72 ± 6.05
Weight 70.89 ± 10.57 81.60 ± 10.78 74.59 ± 11.66
Height 163.84 ± 7.42 176.00 ± 2.94 168.03 ± 8.53
Body mass index 26.09 ± 4.01 25.72 ± 3.97 25.96 ± 3.93
All participants were evaluated in the Technology Research for Independent Living Clinic at
St James hospital in Dublin [19] , according to the protocol approved by the Local Research Ethics
Committee, including informed consent to participate in the study. Each participant got a minimum
score of 23 in a mini-mental state examination, which is the threshold in insanity detection in the Irish
framework [20]. None of the participants suffered from Parkinson, diabetes mellitus, acute chronic
renal failure, deficiency in B12 vitamin or a pacemaker. Likewise, the participants were not asked to
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stop taking their medicines before the examination. The measurements were carried out using the
Finapres method (Finger Arterial Pressure).
3. Methods
The participants carried out the Active Stand Protocol, following an orthostatic test: going from
supine position to bipedalism. Data was collected using the FINOMETER PRO Hemodynamic beat to
beat (FINAPRES, NY, USA) a non-invasive beat to beat BP monitor . This device uses an oscillometric
pressure cuff in the upper part of the arm to get an individual calibration of the reconstruction of
the pressure signal of the fingers at a branchial level. The hydrostatic head correction system was
used during the whole study to balance out the movements of the hand with respect to the heart
level. Finometer PRO that incorporates the patented Modelflow technology providing a reliable
non-invasive method for the assessment of hemodynamic parameters such as cardiac output or pulse
rate (variability). The Modelflow cardiac output has been validated against thermodilution cardiac
output in patients undergoing coronary artery bypass surgery [21].
Before standing up, the participants rested in supine position for at least 10 min. Their BP was then
monitored for 3 min while they were standing. The 6MWD test consists of measuring cardiovascular
response of the subjects for six min while they walk along a flat, straight corridor at their own pace [22].
The 6MWD test is divided into clearly five identified and differentiated phases: a first phase of rest
with a duration of 3 min, Phase 1 (pre-exercise). The walking period includes two phases: Phase 2 and
Phase 3 with a duration of 6 min. During the Phase 2 participants begin the walk (starting of exercise)
and during the Phase 3 the participants are doing exercise (active phase) . The rest period includes two
phases: Phase 4 and Phase 5 with a duration of 3 min. The Phase 4 is the time interval after the exercise
(recovery phase) and the Phase 5 is the post-exercise at rest (post-exercise). Consequently, a total of five
phases are available for our study. The number of intervals extracted in each of the five phases once
the signal was stabilised was always the same (C = 180 samples), in order to avoid biased results due
to segment length differences (Figure 1). Moreover, the evolution exhibited in phases 2 and 4 can be
modelled by the change in the mean over time. Once this has been modelled, detrending is applied by
removing the main trend from the time series.
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Figure 1. Heart rate (HR) measure belong to an asymptomatic orthostatic intolerance (OI) participant
during 6 min walk distance (6MWD) test. The five phases analyzed are showed, all of the with the
same data length, it is highlighted during the Phase 3.
The following beat by beat measurements were recorded and analyzed:
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• SBP (mmHg): the maximum blood pressure (systole).
• DBP (mmHg): as the minimum value of pressure (diastole).
• MBP (mmHg): the mean arterial blood pressure during the cardiac cycle.
• HR (bpm): heart rate or cardiac frequency, derived from the pulse interval.
• CO (lpm): blood volume expelled by each ventricle per minute.
• TPR (mmHg/lpm): Total peripheral resistance, the overall resistance to blood flow through the
systemic blood vessels.
3.1. Fuzzy Entropy Method
This method to measure entropy was proposed to overcome up to a certain extent the limitations
of sample entropy (SampEn) in terms of consistency and dependency to data length. Although fuzzy
entropy (FuzEn) requires a higher computational capacity, due to its improved performance and
robustness it is being considered as an appropriate method in several applications.
For a N-length time series y, embedding dimension m, power n and tolerance r, the FuzEn is
computed as [17,23]:
FuzEn(y, m, n, r) = −ln(φ
m+1(y, n, r)
φm(y, n, r)
), (1)
where φm(y, n, r) is the fuzzy function, defined as:
φm(y, n, r) =
1
N −m
N−m
∑
t1
1
N −m− 1
N−m
∑
t2=1,t1 6=t2
exp(
−(dt1t2)n
r
) (2)
and dt1t2 is the distance between two zero-mean embedded sequences.
3.2. Coarse-Graining Process for a Multiscale Approach
Multiscale entropy (MSE) was defined in order to account for the complexity of signals with
long-term correlations structures, and has been successfully employed to quantify the complexity
of biomedical time series. Recent developments have tried to alleviate the problem of undefined
MSE values for short signals [17]. The concept of fuzzy entropy was proposed in 2009 [24] and it
corresponds to a more accurate entropy definition than sample entropy (SE). Due to this fact, it owns
stronger relative consistence and less dependence on data length [15]. A fuzzy entropy (FuzEn)
algorithm has been proposed to overcome the short time series problem, which was described in
previous studies [23,25,26]. In addition, this method has also been applied to analyze non-stationary
signals [25].
To compute the MSE, a coarse-graining process is applied by averaging the elements periodically
spaced by τ samples [27]. Later on, Costa introduced the generalized multiscale entropy by using the
variance in the coarse-graining process [28].
After this process, either the multiscale entropy (MSEµ/MSEσ) or the multiscale fuzzy entropy
(MFE µ/MFEσ) can be obtained by computing the SampEn or the FuzEn from the coarse-grain series,
respectively. In this notation, the sub-index µ and σ stands for the way the coarse-grain is obtained (by
averaging or using the variance, respectively).
Despite the advantages of multiscale entropies, the application of the coarse-graining procedure
leads to the following drawbacks: firstly, their dependency on the asymmetry of the samples within
the time series and, secondly, their increased variability at high scale factors , due to a reduced number
of elements in the coarse-grain series.
3.3. Refined Composite Multiscale Fuzzy Entropy Method
The refined composite algorithm was proposed to overcome the limitations of multiscale
entropies [29]. Basically, this algorithm outputs τ time series after the coarse-graining process τ
time series instead of only one, by considering all possible data shifts. Next, the corresponding
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probability or fuzzy functions according to definition of SampEn or FuzEn, respectively, are computed
for each time series and averaged. Finally, the natural logarithm is applied to obtain RCMSE or
RCMFE [17].
Taking into account the properties of our datasets, the data length and the superiority of FuzEn
over SE, and RCMSE over MSE, we employed RCMFE in this study, with m = 2, n = 2 , r = 0.15
and scales from 1 upto 5. The configuration of the RCMFE with these parameters was based on and
supported by the results derived from previous works [17,23,30,31].
3.4. Statistical Analysis
The normal distribution of the variables was firstly validated by the Shapiro-Wilk test. If so,
a Student’s unpaired t -test will be carried out to check the difference between parameters derived from
different groups. Otherwise, a non-parametric test will be employed instead. Moreover, the general
linear model repeated measures ANOVA including phase as a within-subjects factor and group and
gender as between-subjects factor has been applied. With this statistical analysis, we were able to test
whether RCMFE values of measured parameters were different across both groups. After Bonferroni
correction, in order to address the problem of multiple comparisons, a p-value < 0.05 (two-tailed) was
considered statistically significant. All variables will be presented as mean and standard deviation.
4. Results
4.1. Parameters Analysis
To assess the effect of exercise in OI symptomatic participants, we used the 6WMD test.
In Figure 1 we indicated the five phases of the 6WMD test that were used in this study.
We tested the different parameters measures along phases in both groups, moreover only the
parameters represented in Figure 2, HR and CO, showed any statistical significant differences
between both groups. In HR we could find differences during Phase 1 (p = 0.019) with
72.09 ± 10.72 vs. 78.87 ± 11.77 bpm in asymptomatic and symptomatic OI participants, respectively,
and in Phase 5 with 86.10 ± 14.92 vs. 94.11 ± 15.25 bpm (p = 0.022) in asymptomatic and symptomatic
OI participants, respectively. Nevertheless , no evidence was found for gender differences. Moreover,
only male participants showed differences in CO during Phase 1, Phase 2 and Phase 4 , with lower values
in the pathology participants group. For instance these values during Phase 1 were from 6.82 ± 2.53 lpm
in the asymptomatic OI participants to 5.33 ± 0.85 lpm in the symptomatic OI participants (p = 0.034).
Furthermore, special emphasis should be given to the (post-exercise) stage, Phase 5, where only HR
showed statistical significant differences between both groups, with an increase of this parameter in
the symptomatic OI patients compared with the asymptomatic OI participants (Table 2).
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Figure 2. Mean and standard deviation for cardiac output (CO) and HR in the male (left), female
(middle) and both gender (right) symptomatic OI participants (red) and asymptomatic OI participants
(blue) (X symbol p < 0.05).
Table 2. The mean and standard deviation for systolic blood pressure (SBP), dyastolic blood pressure
(DBP), heart rate (HR), cardiac output (CO) and total peripheral resistance (TPR) parameters in the
Phase 5, in male, female and both gender groups were represented.
Phase 5 Men Women Both GenderSymptomatic OI Asymptomatic OI p Symptomatic OI Asymptomatic OI p Symptomatic OI Asymptomatic OI p
SBP (mmHg) 134.97 ± 21.80 140.47 ± 20.43 >0.05 127.37 ± 25.72 130.54 ± 18.67 >0.05 130.11 ± 24.34 133.96 ± 19.53 >0.05
DBP (mmHg) 70.18 ± 13.83 66.33 ± 11.37 >0.05 62.78 ± 10.56 62.70 ± 8.41 >0.05 65.45 ± 12.19 63.95 ± 9.50 >0.05
HR (bpm) 90.17 ± 16.18 78.32 ± 15.19 >0.05 96.34 ± 14.59 90.20 ± 13.40 >0.05 94.11 ± 15.25 86.10 ± 14.92 0.022
CO (lpm) 5.80 ± 0.91 7.31 ± 2.03 >0.05 6.47 ± 2.24 6.12 ± 1.71 >0.05 6.23 ± 1.88 6.53 ± 1.88 >0.05
TPR (mmHg/lpm) 17.67 ± 6.05 15.94 ± 5.71 >0.05 16.35 ± 5.44 16.86 ± 3.86 >0.05 16.22 ± 5.62 16.54 ± 4.50 >0.05
4.2. Refined Composite Multiscale Fuzzy Entropy Results
RCMFE was applied to evaluate regularity along different phases in both groups.
The improvement and the applicability to short time series was demonstrated in comparison to
other measures in previous studies [17] , where in terms of reliability for short signals of length C
equal to 100 only RCMFE lead reliable results. In addition, to check the suitability of this measure
in our signal, MSE, RCMSE, MFE and RCMFE values for HR signal length of 100, 180 and 300 were
compared (Figure 3). The results show that values for length of 100 are still undefined at some scale
factors for some estimators, for instance, the crosscorrelation coefficient for MSE between length of
180 and 300 was lower than 0.5, however for RCMSE was 0.8652 and for RCMFE the correlation was
larger (0.9926), showing the stronger the relationship between the variables. These results show the
suitability of small C value for RCMFE estimation.
Moreover, in order to analyze the data different time scales were chosen to verify if different trends
were observed. Accordingly, RCMFE was applied to all the parameters along the different phases and
a reduction of RCMFE in the asymptomatic OI compared with the symptomatic OI participants in the
post-exercise phases was observed (Figure 4).
Although several differences were observed along all the phases, the higher statistical significant
differences between both groups were found in the (post-exercise) stage, where regularity of SBP, DBP,
CO and TPR showed a clear increase in irregularity in the OI participants during the rest stage (Phase 5),
with higher differences in the male participants. (Figure 4). The same trend in these parameters was
observed in the female group, although these differences did not reach statistical significance on
any temporal scale. Moreover, HR RCMFE parameter showed a significant reduction along all the
chosen scales in asymptomatic OI group in Phase 4 ( Figure 4). Specifically, the male participants with
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symptomatic OI showed higher irregularity at all scales compared with the asymptomatic OI group.
In addition, in the female group the same trend was observed, nevertheless, differences did not reach
the statistical signification Figure 4 ).
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Figure 3. Multiscale entropy (MSE), refined composite multiscale entropy (RCMSE), multiscale fuzzy
entropy (MFE) and refined composite multiscale fuzzy entropy (RCMFE) at different time scales as
a function of data length 100, 180 and 300 computed.(a) MSE in time scales 1-10; (b) RCMSE in time
scales 1-10; (c) MFE in time scales 1-10; (d) RCMFE in time scales 1-10.
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Figure 4. RCMFE analysis from systolic blood pressure (SBP), dyastolic blood pressure (DBP), heart
rate (HR) and total peripheral resistance (TPR) in the (left), females (middle) and both gender (right)
symptomatic OI (red) and asymptomatic OI participants (blue) along the time scales 1, 2, 3, 4 and 5 (X
symbol = p < 0.05).
5. Discussion
In this study, we analyzed cardiopostural interactions in order to diagnose orthostatic intolerance
in older adults. In order to study this syndrome , the 6MWD test was applied. This test has been
proven to be a good reflection of the activities in daily life, and is considered a protocol of simple effort
and easy to do.
Firstly, we analyzed the parameters extracted from the recordings in both groups. Only HR and
CO measurements showed statistical significant differences between symptomatic and asymptomatic
OI groups. Nevertheless, the rest of the measures did not show statistical significant differences
between both groups. Results showed an increase of HR in the symptomatic OI participants,
with statistical significant decreased of CO in the symptomatic OI male participants. These findings
are consistent with previous research and syncope guidelines, where OH results from the normal
delay of arterial baroreflex detection and response to gravitational blood volume redistribution.
Thereafter, venous return decreases central blood volume and CO by 20% despite baroreflex mediates
vasoconstriction and increases cardiac contractility and HR [32]. Conversely, these significant
differences were not observed in the female group.
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In addition, we have proposed a non linear approach , as a refined technique with respect to
previous studies. As previously mentioned, entropy had already been used by some researchers to
assess the complexity of cardiovascular time series. For instance, [33] showed that different entropy
indices can be helpful to monitor sympathovagal balance, evidencing that increasing of the tilt table
inclination suppose a decrease of complexity. Moreover, previous works have used a multiscale
approach to study these signals. For instance, Turianikova et al. showed MSE of heart rate and blood
pressure signals were able to follow the changes in autonomic balance caused by postural change
from the supine to the standing position [34]. In addition, a previous work highlights that response to
mental stress shows a reduction in time asymmetry that reflects a shift in sympathovagal balance [35].
This result is consistent with a previous study that time irreversibility in hemodynamic parameters
during the 6MWD that showed a similar trend during exercise stress [36].
In this paper, RCMFE is applied, which was recently proposed as a multiscale approach to
short-term cardiovascular variability at different temporal scales [17,18]. Indeed, one of the most
important restrictions of MSE is the length of the time series [15,37,38], which has been also overcome
with other recent approaches [39]. Results showed a higher HR irregularity in OI participants at all the
temporal scales in both groups during the transfer from walking to standing. However, only the male
group showed statistical significant differences on all the scales. These results are also consistent with
previous studies where cardiac Autonomous Nervous System (ANS) is impaired in frail elderly people,
as indicated by a reduction in the complexity of HR dynamics, reduced HR variability, reduced HR
changes in response to daily activities and is likely to be a consequence of a reduced vagal activity.
Nevertheless, in this case the reduction is lower in symptomatic OI patients if we compared them with
asymptomatic OI participants [40,41].
The hemodynamic and cardiovascular parameters of SBP, DBP, CO and TPR also showed very
interesting results. These findings were focused on Phase 5, during the rest after the exercise stage,
which showed a greater irregularity at all temporal scales in the symptomatic OI male participants
(Figure 4). Regarding these results, some studies showed that there was an increase of TPR in
patients with OH, suggesting that alpha-adrenergic sympathetic hyperactivity is the predominant
pathophysiologic mechanism of OH. Moreover, a previous report suggested that a possible mechanism
of OH may be an excessive peripheral vasoconstriction due to a sympathetic hyperactivity as an over
compensation from an excessive pooling in the leg during the upright position [42].
In addition, a more pronounced irregularity decrease observed in the female group compared
to the male group can be due by the fact that women have a more active parasympathetic system.
This behavior could be regarded as if women compensated less effectively the drop of BP in response
to positional change. These reports suggested that gender specific differences were found in either
nerve activity or blood flow response, which may be responsible for females reduced orthostatic
tolerance [43]. Owing to this fact, these studies concluded that lower orthostatic tolerance in women is
associated with decreased cardiac filling rather than reduced responsiveness of vascular resistance
during orthostatic challenges. In summary , women had significantly lower capacity to regulate blood
pressure and maintain orthostatic function compared with men [9,44–46]. Nevertheless, the responsible
mechanisms have not been identified, but the results of the present study indicate gender differences
in autonomic mechanisms that affect in orthostatic tolerance.
These results could be helpful in focusing therapies and interventions to analyze cardiopostural
and pot-exercise responses with a very easy procedure for patients. Attention should also be drawn to
entropy in different time scales to detect changes in HR, SBP, DBP, TPR and CO after the orthostatic
test in older subjects. Entropy-based measures might provide useful indicators of pathological changes
in cardiac activity after exercise. These results could be very useful and easily put into practice, due to
the simplicity of the register. Based on this knowledge, the current study investigated the feasibility of
shortening the time for data acquisition in differentiating among the symptomatic and asymptomatic
OI aged populations using a novel method of computation. To conclude, this study highlights the
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important information cardiac parameters regularity changes provide after exercise in symptomatic OI
participants, emphasizing the importance of this analysis to asses this syndrome.
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Abbreviations
The following abbreviations are used in this manuscript:
BP Blood Pressure
DBP Dyastolic Blood Pressure
CO Cardiac Output
FE Fuzzy Entropy
HR Heart Rate
MBP Mean Arterial Blood Pressure
MFE Multiscale Fuzzy Entropy
MSE Multiscale entropy
OI Orthostatic Intolerance
OH Orthostatic Hypotension
RCMSE Refined composite multiscale entropy
RCMFE Refined composite multiscale fuzzy entropy
SBP Systolic Blood Pressure
SE Sample Entropy
TPR Total Peripheral Resistance
References
1. Gangavati, A.; Hajjar, I.; Quach, L.; Jones, R.N.; Kiely, D.K.; Gagnon, P.; Lipsitz, L.A. Hypertension,
Orthostatic Hypotension, and the Risk of Falls in a Community-Dwelling Elderly Population: The
Maintenance of Balance, Independent Living, Intellect, and Zest in the Elderly of Boston Study.
J. Am. Geriatr. Soc. 2011, 59, 383–389. [CrossRef] [PubMed]
2. Heitterachi, E.; Lord, S.R.; Meyerkort, P.; McCloskey, I.; Fitzpatrick, R. Blood pressure changes on upright
tilting predict falls in older people. Age Ageing 2002, 31, 181–186. [CrossRef] [PubMed]
3. Goswami, N.; Blaber, A.P.; Hinghofer-Szalkay, H.; Montani, J.P. Orthostatic Intolerance in Older Persons:
Etiology and Countermeasures. Front. Physiol. 2017, 8, 803. [CrossRef] [PubMed]
4. Blaber, A.P.; Goswami, N.; Bondar, R.L.; Kassam, M.S. Impairment of cerebral blood flow regulation in
astronauts with orthostatic intolerance after flight. Stroke 2011, 42, 1844–1850. [CrossRef] [PubMed]
5. Gharib, C.; Custaud, M.A. Orthostatic tolerance after spaceflight or simulated weightlessness by head-down
bed-rest. Bull. Acad. Natl. Med. 2002, 186, 733–746; discussion 747–749. [PubMed]
6. Weimer, L.H.; Williams, O. Syncope and orthostatic intolerance. Med. Clin. N. Am. 2003, 87, 835–865.
[CrossRef]
7. Lee, H.; Kim, H.A. Orthostatic hypertension: An underestimated cause of orthostatic intolerance.
Clin. Neurophysiol. 2016, 127, 2102–2107. [CrossRef] [PubMed]
8. Hachiya, T.; Hashimoto, I.; Saito, M.; Blaber, A.P. Peripheral vascular responses of men and women to LBNP.
Aviat. Space Environ. Med. 2012, 83, 118–124. [CrossRef] [PubMed]
9. Fu, Q.; Arbab-Zadeh, A.; Perhonen, M.A.; Zhang, R.; Zuckerman, J.H.; Levine, B.D. Hemodynamics of
orthostatic intolerance: Implications for gender differences. Am. J. Physiol. Heart Circ. Physiol. 2004,
55, H449–H457. [CrossRef] [PubMed]
10. Cohen, M.E.; Hudson, D.L.; Deedwania, P.C. Applying continuous chaotic modeling to cardiac signal
analysis. IEEE Eng. Med. Biol. Mag. 1996, 15, 97–102. [CrossRef]
Entropy 2018, 20, 860 11 of 12
11. Costa, M.; Healey, J. Multiscale entropy analysis of complex heart rate dynamics: Discrimination of age
and heart failure effects. In Proceedings of the Computers in Cardiology, Thessaloniki Chalkidiki, Greece,
21–24 September 2003; pp. 705–708.
12. Makowiec, D.; Wejer, D.; Graff, B.; Struzik, Z.R. Dynamical Pattern Representation of Cardiovascular
Couplings Evoked by Head-up Tilt Test. Entropy 2018, 20, 235. [CrossRef]
13. Grassberger, P. Information and complexity measures in dynamical systems. In Information Dynamics;
Springer: New York, NY, USA, 1991; pp. 15–33.
14. Bar-Yam, Y. Dynamics of Complex Systems; Addison-Wesley: Reading, MA, USA, 1997; Volume 213.
15. Humeau-Heurtier, A. The multiscale entropy algorithm and its variants: A review. Entropy 2015,
17, 3110–3123. [CrossRef]
16. Busa, M.A.; van Emmerik, R.E. Multiscale entropy: A tool for understanding the complexity of postural
control. J. Sport Health Sci. 2016, 5, 44–51. [CrossRef] [PubMed]
17. Azami, H.; Fernández, A.; Escudero, J. Refined multiscale fuzzy entropy based on standard deviation for
biomedical signal analysis. Med. Biol. Eng. Comput. 2017, 55, 2037–2052. [CrossRef] [PubMed]
18. Wu, S.D.; Wu, C.W.; Lin, S.G.; Lee, K.Y.; Peng, C.K. Analysis of complex time series using refined composite
multiscale entropy. Phys. Lett. A 2014, 378, 1369–1374. [CrossRef]
19. Kenny, R.A.; Dishongh, T.; Newell, F.; Scanail, C.N. Osteoporosis special article-Insight-Research to reduce
falls in older people: The TRIL centre. Geriatr. Med. 2009, 39, 326–327.
20. Cullen, B.; Fahy, S.; Cunningham, C.J.; Coen, R.F.; Bruce, I.; Greene, E.; Coakley, D.; Walsh, J.B.; Lawlor, B.A.
Screening for dementia in an Irish community sample using MMSE: A comparison of norm-adjusted versus
fixed cut-points. Int. J. Geriatr. Psychiatry 2005, 20, 371–376. [CrossRef] [PubMed]
21. Jansen, J.R.; Schreuder, J.J.; Mulier, J.P.; Smith, N.T.; Settels, J.J.; Wesseling, K.H. A comparison of
cardiac output derived from the arterial pressure wave against thermodilution in cardiac surgery patients.
Br. J. Anaesth. 2001, 87, 212–222. [CrossRef] [PubMed]
22. Iwama, A.M.; Andrade, G.N.D.; Shima, P.; Tanni, S.E.; Godoy, I.D.; Dourado, V.Z. The six-minute walk
test and body weight-walk distance product in healthy Brazilian subjects. Braz. J. Med. Biol. Res. 2009,
42, 1080–1085. [CrossRef] [PubMed]
23. Chen, W.; Wang, Z.; Xie, H.; Yu, W. Characterization of surface EMG signal based on fuzzy entropy.
IEEE Trans. Neural Syst. Rehabil. Eng. 2007, 15, 266–272. [CrossRef] [PubMed]
24. Chen, W.; Zhuang, J.; Yu, W.; Wang, Z. Measuring complexity using fuzzyen, apen, and sampen.
Med. Eng. Phys. 2009, 31, 61–68. [CrossRef] [PubMed]
25. Li, M.A.; Liu, H.N.; Zhu, W.; Yang, J.F. Applying Improved Multiscale Fuzzy Entropy for Feature Extraction
of MI-EEG. Appl. Sci. 2017, 7, 92. [CrossRef]
26. Xie, H.B.; He, W.X.; Liu, H. Measuring time series regularity using nonlinear similarity-based sample entropy.
Phys. Lett. A 2008, 372, 7140–7146. [CrossRef]
27. Costa, M.; Goldberger, A.L.; Peng, C.K. Multiscale entropy analysis of complex physiologic time series.
Phys. Rev. Lett. 2002, 89, 068102. [CrossRef] [PubMed]
28. Costa, M.; Goldberger, A.L.; Peng, C.K. Multiscale entropy analysis of biological signals. Phys. Rev. E 2005,
71, 021906. [CrossRef] [PubMed]
29. Angelini, L.; Maestri, R.; Marinazzo, D.; Nitti, L.; Pellicoro, M.; Pinna, G.D.; Stramaglia, S.; Tupputi, S.A.
Multiscale analysis of short term heart beat interval, arterial blood pressure, and instantaneous lung volume
time series. Artif. Intell. Med. 2007, 41, 237–250. [CrossRef] [PubMed]
30. Richman, J.S.; Moorman, J.R. Physiological time-series analysis using approximate entropy and sample
entropy. Am. J. Physiol.-Heart Circ. Physiol. 2000, 278, H2039–H2049. [CrossRef] [PubMed]
31. Ahmed, M.U.; Mandic, D.P. Multivariate multiscale entropy: A tool for complexity analysis of multichannel
data. Phys. Rev. E 2011, 84, 061918. [CrossRef] [PubMed]
32. Carey, B.J.; Manktelow, B.N.; Panerai, R.B.; Potter, J.F. Cerebral autoregulatory responses to head-up tilt in
normal subjects and patients with recurrent vasovagal syncope. Circulation 2001, 104, 898–902. [CrossRef]
[PubMed]
33. Porta, A.; Gnecchi-Ruscone, T.; Tobaldini, E.; Guzzetti, S.; Furlan, R.; Montano, N. Progressive decrease
of heart period variability entropy-based complexity during graded head-up tilt. J. Appl. Physiol. 2007,
103, 1143–1149. [CrossRef] [PubMed]
Entropy 2018, 20, 860 12 of 12
34. Turianikova, Z.; Javorka, K.; Baumert, M.; Calkovska, A.; Javorka, M. The effect of orthostatic stress on
multiscale entropy of heart rate and blood pressure. Physiol. Meas. 2011, 32, 1425–1437. [CrossRef] [PubMed]
35. Valente, M.; Javorka, M.; Porta, A.; Bari, V.; Krohova, J.; Czippelova, B.; Turianikova, Z.; Nollo, G.;
Faes, L. Univariate and multivariate conditional entropy measures for the characterization of short-term
cardiovascular complexity under physiological stress. Physiol. Meas. 2018, 39, 014002. [CrossRef] [PubMed]
36. Hortelano, M.; Reilly, R.B.; Cervigon, R. Multiscale time irreversibility to predict orthostatic intolerance
in older people. In Proceedings of the 2016 IEEE Statistical Signal Processing Workshop (SSP),
Palma de Mallorca, Spain, 26–29 June 2016; pp. 1–5.
37. Valencia, J.F.; Porta, A.; Vallverdú, M.; Clarià, F.; Baranowski, R.; Orłowska-Baranowska, E.; Caminal, P.
Refined multiscale entropy: Application to 24-h Holter recordings of heart period variability in healthy and
aortic stenosis subjects. IEEE Trans. Biomed. Eng. 2009, 56, 2202–2213. [CrossRef] [PubMed]
38. Nikulin, V.V.; Brismar, T. Comment on “Multiscale Entropy Analysis of Complex Physiologic Time Series”.
Phys. Rev. Lett. 2004, 92, 089803. [CrossRef] [PubMed]
39. Faes, L.; Porta, A.; Javorka, M.; Nollo, G. Efficient Computation of Multiscale Entropy over Short Biomedical
Time Series Based on Linear State-Space Models. Complexity 2017, 13. [CrossRef]
40. Parvaneh, S.; Howe, C.L.; Toosizadeh, N.; Honarvar, B.; Slepian, M.J.; Fain, M.; Mohler, J.; Najafi, B.
Regulation of cardiac autonomic nervous system control across frailty statuses: A systematic review.
Gerontology 2015, 62, 3–15. [CrossRef] [PubMed]
41. Baumert, M.; Czippelova, B.; Ganesan, A.; Schmidt, M.; Zaunseder, S.; Javorka, M. Entropy analysis of
RR and QT interval variability during orthostatic and mental stress in healthy subjects. Entropy 2014,
16, 6384–6393. [CrossRef]
42. Streeten, D. Pathogenesis of hyperadrenergic orthostatic hypotension. Evidence of disordered venous
innervation exclusively in the lower limbs. J. Clin. Investig. 1990, 86, 1582. [CrossRef] [PubMed]
43. Cheng, Y.C.; Vyas, A.; Hymen, E.; Perlmuter, L.C. Gender differences in orthostatic hypotension.
Am. J. Med. Sci. 2011, 342, 221–225. [CrossRef] [PubMed]
44. Convertino, V.A. Gender differences in autonomic functions associated with blood pressure regulation.
Am. J. Physiol.-Regul. Integr. Comp. Physiol. 1998, 275, R1909–R1920. [CrossRef]
45. Joyner, M.J.; Wallin, B.G.; Charkoudian, N. Sex differences and blood pressure regulation in humans.
Exp. Physiol. 2016, 101, 349–355. [CrossRef] [PubMed]
46. Shoemaker, J.K.; Hogeman, C.S.; Khan, M.; Kimmerly, D.S.; Sinoway, L.I. Gender affects sympathetic and
hemodynamic response to postural stress. Am. J. Physiol. Heart Circ. Physiol. 2001, 281, H2028–H2035.
[CrossRef] [PubMed]
c© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
